Sir, Eccentric macular hole formation associated with macular hole surgery We read with interest the article by Polkinghorne and Roufail 1 on eccentric macular hole formation associated with macular hole surgery. From their series of four eyes, they described that the 'risk appears higher in eyes operated on by vitreoretinal fellows' and christened it the 'fellow eye syndrome,' which is a clever wordplay that hopefully is not derogatory or uncharitable. However, Rubinstein et al 2 in their seminal report of four patients stated that 'one experienced vitreoretinal surgeon performed all the operations (RB)'. Likewise in our experience with two patients, the development of eccentric macular hole did not occur in the hands of fellows, but in the hands of a more experienced vitreoretina fellowship-trained surgeon (KGAE). Incidentally, one of our two patients was also a myope with associated myopic chorioretinal degeneration who developed multiple eccentric macular holes after undergoing standard pars plana vitrectomy and internal limiting membrane peeling for macular hole.
Although we agree with the authors' suggestion that the eccentric macular hole probably results 'from excessive manipulation,' we believe that the culprit is not necessarily the direct iatrogenic insult alone. We concur with their opinion that 'outer retinal degenerative changes may increase the risk of eccentric macular hole formation. ' 1 Concomitant predisposing degenerative weaknesses as in the presence of 'extensive drusen' 1 or myopic chorioretinal degeneration (as in our case) as well as weakening of the glial structure of the retina caused by decapitation of the Muller cells 3 may also play a role in the development of eccentric macular hole. More importantly, the authors conclude that since they were unable to detect significant dorzolamide-induced increases in retinal blood flow with a volumetric CDI measurement, the technology is inapplicable in ophthalmology. This is a sweeping statement that is unsupported by research findings. In the present study, the authors' findings are consistent with those in the literature. In multiple studies, we also failed to detect significant changes in CDI parameters. [2] [3] [4] [5] The present findings support the existing literature suggesting that arterio-venous passage times are more sensitive to changes in retinal haemodynamics than CDI.
References

Sir, Reply to A Harris
We would like to take the opportunity to reply to the comment by Alon Harris on our recent publication on volumetric colour Doppler imaging (vCDI). We agree with Alon Harris that the Canon laser blood flowmeter is to measure blood flow, but this is only the case in visible retinal vessels. The ciliary arteries or the ophthalmic artery cannot be assessed by the Canon laser blood flowmeter. This is an important limitation of this method.
In general, we agree with the comment of Alon Harris that the reports on effects of dorzolamide on CDI parameters are nonuniform. Nevertheless, it is commonly thought and also shown by the publications of Harris cited in his letter to the editor that dorzolamide increases ocular blood flow. Therefore, we applied dorzolamide as a standard in our study since a method that is applicable in clinic and research should detect such changes. vCDI failed to do so, which led us to the negative conclusion on vCDI's usefulness. In accordance with this conclusion, Harris is probably right that the Sir, Contact urticaria to ultrasonic gel Cases of allergic contact dermatitis (type 4 hypersensitivity) to ultrasonic gel have been reported before. [1] [2] [3] We report a case of contact urticaria (type 1 hypersensitivity) to ultrasonic gel.
Case report A 9-year-old girl presented with 4 months' history of visual disturbances consisting of lines and flashes. There was no relevant drug history or personal history of atopy. Her father had allergic rhinitis.
Her visual acuity was 6/6 bilaterally. Anterior segments were normal. The optic discs were slightly prominent and ultrasonography was attempted to confirm or exclude nerve-head drusen.
Five minutes after applying the ultrasonic gel, an itchy eruption developed on the site of application (Figure 1 ). Examination showed periorbital swelling with well-demarcated erythema, which settled within 2 h of removing the gel. This reaction is consistent with contact urticaria.
Chamber and open test to the gel (Henleys ultrasound gel) and its componentsFdiazolydinyl urea, triethanolamine, propylene glycol, and iodopropyl butylcarbamateFperformed on the inner aspect of the arm/forearm were negative. She declined testing on the periorbital skin.
Comment
Contact urticaria can be classified into two groups: immunological and non-immunological.
Immunological urticaria (ICU) is an immediate type hypersensitivity. It is mediated by mast cells causing histamine release. Prior immune (IgE) sensitisation is required, making atopics more predisposed towards ICU. It may be associated with systemic and potentially life-threatening symptoms. 4 Non-immunological urticaria (NICU) causes typically localised reactions, which resolve within ;hours. The mechanism is poorly understood although prostaglandin is thought to be the mediator in response to exposure. It occurs without prior sensitisation, and symptoms may vary according to the site of exposure, concentration, vehicle, mode of exposure, and the substance itself.
